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1) 1 hereby sonfirm that all details In this Form are True to the best of my knowledge, Any false statemant will render my Application & dnguing asssiance, if any,
It for rejectionicancatlation,

2} | sotamnly canfirm that assistance, f recelved from Koshika Foundation, will be used witly for e “purpose’, as smie in this Form, Tor which sush saslstince
was requesiod by me.

5} 1 hershy oonfirm that | have nat & will notin Litune, avall of reimburssmant, 0 part or n full, from any oiher sourcefampioyerinsurstics sompany, af ke smouni
far which this ssz:stance s mouastad.
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1) By afftung my signature or thumd impression on this Fom;, | (Applicant) hereby agree & sulhorise Keshika Faundatlon and I1's Trasteses o
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2] 1 (Appiicant) furthet agrea that any such use of my Reme, addiess, phole & detalls of Ihe "purpase’, for which such assistance is regquasiad/granted.
Wil nol automatically entitls me for receiving or continling the said assistance. The decislon far granling and'or confinuing the sssistanca will reat solaly
Wik the Trustees al Koshika Foundation, and their daclslon is this regard will be final and agseptable to mo.
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By afiixing hareunder, signatue of owr Authorised Slgnalsey far regnmmending Whis caseipatlan for linancial assistance from Koshika Found ahon, we
(Hospital) hereby afirm & scoapt follawing:
1] that we neither aro presertly noe will in fulure avail of fingntis Bsaistance from another NGO o any ather sgurce, for the same patlent'cass, os we are
roquissting 1o gat ram Koshika Foundation, lo the extent that such assistance is granted by Kashika Foundation, I the requesied aesisiance s not granled
by Koshika Foundation, in par] or in full, then the Mospital reserves iUs right & make up tha shotall from analber NGO or any aiher source, This
confirmslion essentally staes that the Hospital wil fol gvall any dupticate asaistance for the seme patiertioess from sny otler NGO o: any other sailrs.
2} The assslance from Koshika Foundation is only financial in rature, The chelee ! the treatment procedurs atvisedicondugled by Ihe Hospital an the
patienl_ is based on the arangament betwean the patlent & the Hoapital, and s In ng way Influanced by Koshika Foundation, Hance, the Hospital will

arsume s0ia & complete responsibility of the treatment & s autosme & safety of the petient, and Koshike Eoundation wil Have ne rale te responsi by
ir e matise.
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aTal duly, 2024

Dear Mr Tandan
Greetings from e, Shroffs Charity Eve Hospital!

Mease find below atuched estimate expenditure of Mast. Vishwa Aarnik- E/O724/01 10

Estimate cost of trealment
Dr. Shrofl's Charity Eve Hospital
Retinoblastoma Surgeries

Nama Mast Vishwa Aarnik Address/ Village Chahta, Allahabad, L ttar
Pradesh
Phona:

DEL-G-23-07-65824

MR N AgelSex | year Wala
5 No Treatment Items Cost per Ma, of unit Aprox, Gost
dato Uit
1 24,0703 ELA Fxamination 2000 1 2000

under Anesthesia)

Total 2000
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DR. SHROFF'S CHARITY EYE HOSPITAL

5027, Kedar Nath Road Daryagan|, New Delhi-110002 India
Ph:- 011-4352 4444, 4352 8888, Fax : 01143528816



